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Motor vehicle collision (MVC) is a leading cause of
death in the United Kingdom. It is an ‘illness’; that
affects economically active individuals without co
morbidity. Haemorrhage is the major cause of pre-
ventable death in casualties reaching hospital alive;
the second peak in the trimodal death distribution.1
Abdominal wall haemorrhage as a result of blunt
trauma to the lumbar artery is a rare injury and has
only been reported in association with lumbar spine
or major visceral injury.3 We report a case of near
exsanguination from an isolated injury to a lumbar
artery in a patient following a MVC.Case report
A 54 year old female with no co-morbidity arrived in
A&E 1 h 05 min after a serious MVC with significant
vehicle damage and deformation. She was the driver
of a small saloon car and was driving after dark in
heavy rain, there would have been minimum brake
effect. The collision was head on with another
vehicle (combined velocity of >110 mph). She was
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Open access under the Elsevier OA license.seatbelt, the air bag deployed on impact. Manage-
ment was in accordance with Advanced Trauma Life
Support (ATLS1) principles. Cervical spine injury
was suspected on primary survey, and confirmed
on primary survey plain radiographs. She was initi-
ally able to maintain her airway, but developed
stridor and therefore was intubated prior to CTscan.
Following fluid resuscitation arterial blood pressure
remained labile requiring further fluid boluses to
maintain. She complained of parasthesia in her left
leg. Abdominal examination revealed developing
ecchymoses across the lower quadrants and around
her right anterior superior iliac spine.
Before the CT scan; the chest remained clear of
abnormal signs, the abdomen remained soft, not
distended and there was no evidence of pelvic or
long bone fracture to account for the blood loss.
However, she had required several litres of crystal-
loid and four units of blood to maintain BP and
acceptable haematocrit. The results of the scan
confirmed a C2 fracture, identified a T4 fracture
and amoderate right flank haematoma superficial to
the abdominal wall musculature. Air pockets in the
subcutaneous tissues posterior lateral to the breast
and about the crura of the diaphragm were also
noted these were clinically insignificant over time
but gave cause for concern at initial assessment.
After 4 h and 40 min, 13 units of blood and further
blood products had been given. The abdomen was
distended and the negative intraperitoneal findings
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Figure 1 CT scan in a delayed venous phase ongoing
haemorrhage (arrowhead) identified in haematoma at
12 h post injury.
Figure 3 Arteriogram–—post embolisation.of the CTwere questioned given the clinical course. A
decision for a diagnostic peritoneal lavagewasmade.
The skin was incised revealing a tense subcutaneous
haematoma, 10 cm deep; beneath this the intact
rectus sheath was palpable. This efficiently solved
the diagnostic dilemma and the skin was then re-
sutured. Extrinsic compression with a large phy-
siotherapy corset helped tamponade the expanding
haematoma and rate reduce the ongoing transfusion
requirement. The diagnosis of a bleeding parietal
vessel was discussed with a Vascular Radiologist at
a regional centre who suggested repeat scan in 3
phases (Arterial/Venous/Delayed)–—demonstrating
ongoing haemorrhage within the haematoma
(Fig. 1). She was transferred to the regional centre
for definative treatment. The bleeding vessel wasFigure 2 (a) Arteriogram identified bleeding laterally in the
arteriogram identifying bleeding (delayed film).identified as the right 4th lumbar artery (Fig. 2).
The haemorrhage was controlled effectively with
gelfoam andmetal coil arterial embolisation (Fig. 2).Discussion
MVC is a leading cause of death and disability. In
2020, it is estimated that it will be the third most
common cause of disability worldwide.4 Associated
mortality and morbidity has significantly reduced
with the increasing use of passenger restraint sys-
tems in the United Kingdom.2 Although seat beltscourse of the fourth right lumbar artery (early film). (b)
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ventive method, they have caused the appearance
of a specific pattern of injuries related to the type of
restraint.
Haemorrhage from parietal vessels is most com-
monly spontaneous, rupture of the inferior epigas-
tric artery. Aetiological factors include: (a)
abnormal contraction or stretch of the muscle (b)
pathology of the vessel wall leading to rupture as a
result of hypertension, ageing, arteriosclerosis (c)
coagulopathies or use of anticoagulants.5 Manage-
ment of catastrophic haemorrhage in the parietes
without significant intra-abdominal, retroperito-
neal or associated bony injury mandating laparot-
omy is not previously described. We suggest that
better restraint such as that afforded by belt pre-
tensioning devices and multiple airbags is changing
the patterns of injury reducing major visceral and
bony injury. Survival after major deceleration has
improved allowing closed injury to the body wall
previously associated with lethal visceral injury to
now require diagnostic effort.
Our patient bleed from an arterial tear unique in
the literature, lateral in the course of the lumbar
vessel and probably at the tether point where the
vessels pierce the posterior aponeurosis of trans-
versus abdominis.6 Traumatic disruption of parietal
arteries has been previously described, the deep/
superficial circumflex iliacs impinged between the
seatbelt and iliac spines, the lumbar arteries close
to their origin.3 This patient’s lumbar arteries have
been damaged in the posteriorlateral part of the
body wall. Without prompt diagnosis and timely
treatment, arterial bleeding will accelerate as
the haematoma expands, providing arterial blood
pressure is maintained by appropriate resuscita-
tion. Here we predict the injury was sheer force
related as the vessel passes through the fascial
planes. We propose that same decellerant force
produced gas pockets in the tissues lateral to thebreast and about the crura as the torso was effec-
tively restrained but the other tissues were less
limited in their travel. The major unresolved injury
was the cervical spine fracture, again a result of
effective restraint to the torso with the mass of
the head able to travel. Long term prognosis will
depend on neurological impairment following
spinal injury but death from haemorrhage was
prevented by appropriate intervention.
The diagnostic dilemma presented by ongoing
bleeding and large transfusion requirement could
have lead to unnecessary laparotomy.Acknowledgements
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